INTRODUCTION
Understanding the psychological sequelae of exposure to torture and political violence is an important area of inquiry in the field of mental health (Basogulu et al., 1997; Piwowarczyk et al., 2000) in both the developed and the developing world (Desjarlais et al., 1995) . Prior research suggests that individuals who were exposed to torture report elevated levels of physical (Foster, 1987; Goldfeld et al., 1988) and psychological (Basogulu et al., 1997; Niederland, 1981; Van Velsen et al., 1996) health problems. However, while useful, these studies are limited because of selection biases associated with the use of clinical and convenience samples.
The South Africa Stress and Health Study (SASH) has as its primary aim the systematic investigation of this timely and important topic in South Africa. Funded by the National Institutes of Health in the United States and sponsored by the World Health Organization (WHO), the SASH began in 1999 with the aim of interviewing 5000 adult South Africans from all provinces throughout the country to comprise a nationally representative sample. It is the first study of its kind to use a structured clinical interview in a national probability sample that also obtains prevalence estimates of exposure to torture. Elucidating the story of trauma and recovery in South Africa is important not only for its potential implications for program delivery in that country and for enhancing our scientific understanding, but also because it may have direct implications for our understanding of threats to the well-being of individuals in other countries around the world where multiple types of violence are rampant and institutionalized.
The SASH developed a new instrument designed to capture information about exposure to politically motivated physical and psychological torture and seeks to relate such experiences to the prevalence of psychiatric and substance use disorders that are assessed with a structured psychiatric diagnostic interview in the general population. Thus, the SASH will provide crucial new information about the prevalence of specific psychiatric disorders associated with all forms of political violence in South Africa. Given that this study includes a rich and varied set of information, the data obtained will be important in other respects as well. Some of these are outlined in the next section. This paper describes the rationale and design of this study and suggests some ways in which its findings will be useful to health researchers, practitioners, and policy makers.
GOALS OF THE STUDY
The SASH has a number of important goals and features that add to the significance of the data that will be obtained. First, as mentioned above, this study will provide unique information on the relationship between torture and mental health in South Africa. We completed extensive pilot work in the early years of the study (including in-depth qualitative interviews) to develop a scale to comprehensively capture exposure to physical and psychological torture during the apartheid era in South Africa, so that we could study the mental health consequences of such exposures. No representative general population data exist about the percent of South Africans whose daily lives were touched directly by apartheid nor about the distribution of traumatic events associated with racial-political violence. This study will provide a unique glimpse at the inter-and intragroup racial and ethnic differences in exposure to torture and its mental health consequences, as they are manifested in the context of a wide variety of stressors, coping resources, and individual help-seeking strategies of adults in South Africa.
Second, this study is one of the World Health Organization's World Mental Health (WMH) projects. The WMH initiative seeks to determine the global burden of mental disorders by assessing the prevalence and severity of specific psychiatric disorders and the levels and adequacy of service use, as well as identifying barriers to treatment. Key features of WMH include the use of a common instrument, a standardized translation protocol, standardized training of interviewers and the use of consistent field procedures in all participating countries. The SASH will provide, for South Africa, national estimates of the prevalence of specific psychiatric disorders, demographic and psychosocial correlates of these diagnoses, the level of impairment associated with specific disorders and the patterns and correlates of treatment. Such nationally representative data is seldom available in the developing world in general, and in Africa, in particular. This will allow comparison of our data with comparable information from over two dozen other countries in the world.
Third, the SASH has identical measures of mental health, some psychosocial resources and racial discrimination as the recently completed NIMH-funded National Study of American Life (NSAL) directed by James S. Jackson at the University of Michigan in the United States. The NSAL is a national adult sample of 3589 native-born blacks in the United States, 1604 blacks of Caribbean ancestry and 1006 non-Hispanic whites. It seeks to explore intraand intergroup racial and ethnic differences in mental disorders and services use. It also assesses a broad range of stressors, risk and resilient factors, and coping resources. Thus, this study will also allow for unique cross-national comparisons with the United States, in general, and the American black population in particular. South Africa appears to be an especially appropriate society for comparison to the United States. Both countries share a history of legally enforced racial inequality that endured into the twentieth century. However, today, both are multiracial industrialized democracies with constitutions that have repudiated the institutional racial discrimination of the past but with the striking persistence of racial residential segregation and racial discrepancies in socioeconomic and health status. At the same time, there are also striking differences between the two societies. U.S. blacks have had a much longer period of freedom from legally enforced segregation than their South African counterparts. In addition, in contrast to African Americans being a numerical minority in U.S. society, South African blacks at 79% of the population have electoral dominance but even more marked social and economic deprivation. Examining the nature, levels, social and psychological contexts of psychiatric disorders, and the mental health correlates of perceived discrimination in these two societies is an unprecedented opportunity to enhance our understanding of the conditions under which perceived discrimination is associated with mental health status.
Fourth, this study will provide needed information on the mental health consequences of the HIV/AIDS epidemic in the country of the world that has the highest prevalence of this disease. Our questionnaire includes a brief module of questions on AIDS that will provide national data on the perceived threat of HIV/AIDS, behavioral changes in response to this threat, past and expected participation in HIV testing, perceived personal vulnerability to HIV/AIDS, and personal knowledge of individuals who have AIDS and who have died of AIDS. These questions will provide a characterization of the population of South Africa regarding risks and knowledge of AIDS and also allow for important analyses of the current psychological impact of HIV/AIDS. Fifth, the study will investigate the impact of the Truth and Reconciliation Commission (TRC). The TRC is a unique institution that was designed by the government of South Africa to promote national unity and reconciliation among all South Africans by providing an opportunity for full disclosure of the gross violations of human rights under apartheid. The proposed evaluation of the mental health effects of the TRC will have practical implications for South Africa as well as other countries. There are many other countries around the world that aspire the same kind of transition from sectarian violence to democratic rule that has been achieved in South Africa. Little data exist on what structures and processes may assist in ameliorating the lingering effects of trauma, and on how a country might help foster the transition by recognizing the mental health consequences of trauma . The comprehensive nationally representative assessment of the TRC proposed here will be of enormous significance in providing information on the effectiveness and mental health impact of this approach.
Sixth, the study will provide a unique glimpse of gender differences in mental health, as well as in stressors, trauma, and responses to them. South African society characterized by high levels of violence against women, especially rape and interpersonal violence within the family (Gilbert, 1996; Jewkes and Abrahams, 2002; Marais et al., 1999; Straker et al., 1996) . Gender is associated with differential exposure to trauma, and may also be associated with more serious physical and psychological consequences . However, the extent to which exposure to multiple forms of violence in South Africa is associated with differential vulnerability by gender, to specific psychiatric disorders has not yet been assessed in nationally representative population data.
BACKGROUND

Racial and Political Violence and Mental Health
The available literature shows that individuals exposed to torture report higher levels of physical health problems and somatic symptoms (Foster, 1987; Goldfeld et al., 1988; Piwowarczyk et al., 2000) , as well as greater psychological distress and symptomotology (Basogulu et al., 1997; Niederland, 1981) . Prior research indicates that the most common psychological effects of trauma include depression, aggression, and posttraumatic stress disorder (PTSD) (Singer et al., 1995: Turner and van Velson, 1990) . The symptoms of PTSD in those exposed to torture remain high decades after the experience (Kuch and Cox, 1992; Orwid et al., 1995) . However, our current knowledge base is limited. Prior research suggests that only a very small proportion of individuals who have been exposed to political violence report this to their health care providers (Carey et al., 2003; Eisenman et al., 2003) .
Despite these studies, knowledge concerning the effects of torture is still insufficient (Kantemir, 1994) . Most of the information available on torture and mental health outcomes is derived from small clinical samples or from samples of refugees seeking asylum outside of the country where the torture occurred. Results from the latter are confounded by selection factors that likely make refugees hardier than those who remain behind. Further, separating the effects of trauma due to political violence from the stress associated with refugee status is difficult. A strength of the SASH is the use of a large representative sample of individuals in their country of origin.
Studies examining the association between racial-political violence and mental health outcomes in South Africa are few in number, and mainly in younger populations. Exposures to violence such as intracommunity street battles and township raids by security forces have been found to be associated with psychological distress in children (Dawes, 1994) and teens (Mkhize, 1994; Straker et al., 1996) . Symptoms of fear and anxiety were shown to be common among those experiencing this form of violence. While these studies show an association between political violence and distress, it is not clear whether there is longer duration of symptoms or more severe psychological impairment. Several researchers have cautioned against assumptions of lasting impairment because of exposure to political violence and repression (Levett, 1989; Straker, 1989; Swartz, 1988; Swartz and Levett, 1989) . The TRC hearings themselves also raised the question of the inevitability of severe psychological sequelae of human rights violations (Stein, 1998) .
One population-based study of adults in South Africa has examined the association of the most severe form of political violence-torture-with emotional difficulties (Hirschowitz and Orkin, 1997) . A sample of 4000 South Africans were interviewed concerning lifetime traumatic events such as fighting a war, being attacked or witnessing an attack, being raped, participating in violence, being tortured, or losing one's home. Almost a quarter of the sample had been exposed to at least one of the traumas asked about in the survey. Of those exposed, 60% of whites, 71% of Indians, 74% of Coloreds, and 85% of Africans had experienced at least one PTSD symptom. However, the assessment of both trauma and mental health status was relatively narrow in this survey. The study did not provide a diagnosis of PTSD or include other mental health diagnostic categories known to be strongly associated with trauma in other studies, such as major depression, generalized anxiety disorder, panic disorder, or social phobia (Kessler et al., 1997; Marais et al., 1999) . The SASH will correct this problem by including an assessment of mental health disorders utilizing the World Health Organization (WHO) Composite International Diagnostic Interview (CIDI) (WHO, 1997) .
Inadequate research attention has been given to the effects that torture might have on an individual's social network and community. The effects of torture reach beyond the survivors themselves to their other family members and children (Foster, 1987) . It is possible that the detrimental psychological impact of racial-political violence extends well beyond the victims themselves, and may lead to clinically significant psychiatric disorders in much of the community. The SASH will address this issue by assessing the impact of political violence on the close friends and relatives of victims of the focal respondent.
Another neglected aspect of the network impact of torture is how violence affects the mental health of the perpetrators . South African police working in the townships report a high level of stress-related disorders (Kale, 1995) , and some evidence suggests that those individuals charged with suppressing resistance show heightened psychological distress and elevated rates of disorder (Dawes, 1990; Seedat et al., 2003) . The SASH will elicit information not only about victimization but also perpetration of racialpolitical violence. Relatedly, the impact of violence, both as perpetrator and witness, on the white population in South Africa has also been overlooked in previous work (Dommisse, 1986) . Anecdotal evidence suggests that witnessing political violence, having a friend or family member participate in violent acts, and dealing with the moral issues inherent in apartheid may all impact the psychological health of whites (Dawes, 1990; Seedat and Stein, 2001) . There is little known about what kinds of psychopathology lead to perpetration or about the effects of apartheid on the mental health of the white population (Kale, 1995) . The SASH will provide valuable information on this topic.
Overall, the existing knowledge of the health consequences of exposure to racialpolitical violence in South Africa is limited. There is little available data on the association between politically motivated violence and mental health in South Africa (Gilbert, 1996; , making health policy decisions difficult. Further, epidemiologic information concerning the mental health profile of South Africans has come from some rigorous but small scale studies (e.g., Rumble et al., 1996) . The general rates, nature, and duration of violence potentially related to diagnoses such as PTSD, major depression, and generalized anxiety disorder are currently unclear. Studies are needed in South Africa that use standardized diagnostic criteria to assess PTSD and mental health status (Carey et al., 2003; Kantemir, 1994; Marais et al., 1999; ) . Findings from other countries may not be applicable to the transitional environment in South Africa. It is important that the stress associated with racial and political violence be placed in a social contextual model that accounts for a myriad of potential influences on both the events and outcomes.
Racial Political Stress in Context: Potential Moderators
There are a wide array of factors that can modify the associations between stress exposure and subsequent mental health outcomes. It is important to situate political violence within the social context of the environment. The SASH will do this by examining a wide range of vulnerability and resistance factors based on a stress-diathesis model. Characteristics both internal to the individual (e.g., personality, age, gender) and external to the individual (e.g., other stressors, social support) are hypothesized to influence the psychological impact of being a victim of or witnessing violence.
It is important to attend to structural dimensions such as age, gender, and race in examining exposure to trauma and subsequent mental health. South African males were found more likely than their female peers to experience at least one traumatic event in their lifetime (Hirschowitz and Orkin, 1997) and were more likely to be victimized in the street rather than the home. Women, on the other hand, report high levels of rape and interpersonal violence (Gilbert, 1996; Jewkes and Abrahams, 2002; Oloruntimehin, 1996) . Women may also have higher levels of mental health problems associated with exposure to torture than do men (Carmil and Carel, 1986; Seedat and Stein, 2000) .
Age at the time of exposure can also influence the reaction to violence (Dawes, 1994; Gibson, 1990; Singer et al., 1995) with children being at the greatest risk. It may be important to distinguish period effects from age in South Africa. Young people from the most violent period in South African history have stated that violence was not a problem in their society (Straker et al., 1996) and appear to have normalized their experiences of exposure to high levels of violence. Other data suggest that there is considerable distress among children and adolescents exposed to violence (Ensink et al., 1997) .
Racial differences in exposure and vulnerability to trauma may play an important role in South Africa. The opportunity to examine the residual wounds of apartheid in this unique setting is unprecedented. In South Africa, there has been a rapid and uncontrolled urbanization of the black population. According to the 2001 South Africa Census, 16% of the population lives in urban shack settlements, areas that have been characterized by high levels of violence (Gilbert, 1996) . Hirschowitz and Orkin (1997) found that although Africans and Indians reported lower proportions of exposure to traumatic events than whites and Coloreds, black South Africans reported higher levels of PTSD symptoms than all other groups.
Protective or resiliency factors in psychological reactions to political violence have not been adequately explored in South Africa (Dawes, 1994) . Social support and extended family networks may serve to build resilience and lessen the psychological impact of exposure to trauma (Dawes, 1994) . Confiding in others about the experience of victimization (Pennebaker and O'Herron, 1984) , or providing therapy in public forums such as the TRC hearings may facilitate recovery (Stein, 1998) . Factors within the individual, such as personality or coping style, may also serve to moderate the relationship between exposure and distress.
Religious or political beliefs can also enhance the ability of an individual to handle trauma and violence (Dawes, 1994; Pargament, 1997) . Research in the Middle East (Punamaki, 1987) and Cambodia (Kinzie et al., 1986) and South Africa (Basogulu et al., 1997) shows that religious and political belief systems reduce the negative effects of exposure to political violence. A South African study found that idealization of a fallen figure can reduce the psychological impact of a death (Dawes, 1994) . The concept of forgiveness, a key aspect of religious practice, may be an important moderator of the impact of trauma . Among those who have experienced political violence, a common desire is for revenge and retribution. These feelings can be intensified if the perpetrator does not receive punishment commensurate with the crime or fails to show remorse (Wortman et al., 1997) . Forgiveness involves the willingness to let go of these negative feelings. In the context of apartheid in South Africa, forgiveness may play a particularly important role in influencing the psychological reaction to political violence (Ogden et al., 2000) .
Exposure to political violence and torture should also be situated within the social context of other acute and chronic stressors. The impact of racial and political violence may be affected by the occurrence of other events, both positive and negative. For example, chronic stressors like economic hardship and experiences of everyday discrimination may contribute to an individual's inability to cope with political violence. Similarly, acute stressors such as illnesses and disease or criminal victimization may alter the way an individual responds to the stress of violence. Another significant contextual stressor in South Africa is HIV/AIDS, which has exacted a heavy toll on the society. South Africa now accounts for more than 50% of the new cases of HIV in sub-Saharan Africa (UNAIDS, 2002) . It is estimated that at least 10% of South Africans, or about 4 million people, are HIV positive. HIV/AIDS may thus be a new and major stressor that has important consequences for the mental health status of the South African population.
Another social factor that might modify the association between stress exposure and mental health is racism. The SASH provides a unique opportunity to examine the extent to which racism and nonmembership in the valued societal culture exacerbate the effects of exposure to violence on mental health. Recent research in the United States indicates that experiences of discrimination, both chronic and acute, are a stressor that adversely affects the mental health of racial minorities (Williams et al., 2003; Williams and Williams-Morris, 2000) . Further, there is evidence from the United States that internalized racism-endorsing the dominant society's negative beliefs about one's group-is associated with mental health difficulties (Williams and Williams-Morris, 2000) . In all probability South African blacks experience similar or heightened processes related to racism, but this likelihood has seldom been explored (Dommisse, 1986) , particularly on a national scale. The SASH seeks to examine how a set of race-related stressors and vulnerabilities combines with more traditional measures of stress and exposure to political violence, both additively and interactively, to affect mental health. This has not been previously done in a systematic way with national data.
The SASH will carefully examine a diverse set of stress-diathesis variables that may modify the association of exposure to violence and subsequent mental health. These will include both resiliency and vulnerability factors. The influence of the multiple dimensions will be taken into account: the nature of the events themselves, factors internal to the individual, the interpersonal surroundings, and the larger sociopolitical environment. . Human Subjects committees of the University of Michigan, Harvard Medical School, and MEDUNSA approved the recruitment, consent, and field procedures. The SASH began initial work with MarkData. However, all of the fieldwork for the survey is currently being done by CASE (Community Agency for Social Enquiry). CASE is directed by Dr. Zaid Kimmie and it has conducted several large national probability studies in South Africa.
METHODS
Sample Selection
The SASH participants will be a nationally representative sample of 5000 individuals age 18 and above. The national sample is a multistage, area probability sample of adults living in both households and hostel quarters. Many economically active males live in grouphostel quarters in South Africa. Sampled residences were stratified into 10 diverse housing categories: Rural-commercial, agricultural, rural traditional subsistence areas, African townships, informal urban or peri-urban shack areas, Colored townships, Indian townships, general metropolitan residential areas, general large metropolitan residential areas, and domestic servant accommodation in urban areas. Within each of these strata, 600 households were listed from maps, census data, or aerial photographs. A probability sample of households was selected and screened to determine eligibility. A single adult respondent from each selected dwelling was drawn radomly using the Kish method.
Fieldwork
In the early years of the study, we conducted extensive pilot work to develop a scale to capture exposure to physical and psychological torture during the apartheid era that was relevant to South Africa. To elicit detailed information about the experiences of apartheid, indepth interviews were conducted with 90 South Africans from diverse backgrounds. Content analysis was used to analyze the themes of these interviews and a formal interview with structured questions was created. The development of this instrument was also informed by reading transcripts of the TRC hearings. The structured interview was then readministered to many of the same respondents to clarify any difficulties.
The questions developed for South Africa were then combined with the WMH paper and pencil instrument. Following the WMH translation protocol, the questionnaire was translated and back-translated. The interview was scripted in six different languages: English, Afrikaans, Zulu, Xhosa, Northern Sotho, and Tswana. Virtually all South Africans speak at least one of these languages. Two formal pretests of all of the survey questions were completed with a total of over 50 respondents participating. The length of the instrument emerged as a major problem in this preliminary work and some questions, including entire modules of the WMH paper and pencil instrument questionnaire were dropped from SASH in an effort to shorten the questionnaire.
We completed training for the interviewer supervisors of the CASE survey firm in November 2001 and the data collection for the main survey began in earnest in January 2002. The data collection has been proceeding province by province with a cohort of 40-60 interviewers being trained in each province. All interviewers are trained in centralized, group sessions lasting 1 week. Only interviewers who demonstrated that they have mastered the administration of the survey instrument by the end of training are allowed to work in the field. Fieldwork supervisors play a critical role in the selection of households and selected respondents. A supervisor visits each selected enumeration area (EA), does a physical count of the residences, randomly select the sample houses for that EA, and participates with the interviewer with the in listing the residents at that dwelling and selecting the sampled individual. At this point informed consent is obtained (if the designated respondent is available) and an appointment time is scheduled for the interview. The interviewer then goes to the selected individual to complete the interview. The interview is averaging about 3 h in length, with some respondents requiring a second visit for completion of the interview.
Data Management
The fieldwork in SASH utilized the paper and pencil version of the WMH-CIDI. Data entry will be done by the survey research firm in South Africa. Once the data are entered and verified it will be transferred to the University of Michigan and Harvard University for post processing. Imputation of missing data and creation of scales and WMH-CIDI diagnoses will be done at this time. Nonresponse and sampling design adjustment weights will be added to the data set and entered into a codebook.
Instrumentation
The instrument used in the SASH is the World Mental Health pencil and paper version of the WHO Composite International Diagnostic Interview (WMH-CIDI; WHO, 1997) to assess mental disorders. Diagnoses will be made using both the DSM-IV (American Psychiatric Association, 1994) and ICD-10 (CIDI; WHO, 1991) diagnostic systems. The CIDI is a fully structured interview designed to be used by trained interviewers who do not have clinical experience. Lifetime and 12-month versions of the following disorders were assessed in SASH: major depression, panic, social phobia, agoraphobia, generalized anxiety disorder, intermittent explosive disorder, suicidality, substance use, premenstrual syndrome, and PTSD. Screening questions for personality disorders and psychosis were also included. In addition, measures of role impairment and disability developed by the WHO were included. Measures of impairment will provide information regarding the seriousness of untreated mental disorders, and may be used as a needs assessment for South African health systems. Several questions required minor modification for use in South Africa. A small number of non-WMH questions were added to the questionnaire because of their relevance to the South African context. These include questions about neighborhood context, perceptions of discrimination, HIV/AIDS, and psychosocial risks and resources: self-esteem, hopelessness, mastery, goal striving stress, and John Henryism (James, 1994) .
As noted, an important part of SASH was the development of measures of exposure to human rights violations, and perceptions of the TRC based on our extensive pilot work. The human rights violation scale developed assesses specific experiences that respondents may have encountered because of their political activities while living as a civilian (physically beaten, attacked by dogs, etc.), and incidents that occurred among those who were ever in custody (electric shocks, poisoning, sleep deprivation, etc.). Questions also assess exposure to psychological torture (e.g., given false information about a family member) and torture experienced by immediate family members or very close friends because of the respondents political activities. A final section of the human rights violations scale ask respondents whether they had ever been a perpetrator of a range of specific human rights violations because of their job or for political reasons. The questions about the TRC begin with asking respondents about their perceptions of the benefits of the TRC when its work began. Additional items query direct involvement with the TRC and evaluation of those experiences, as well as whether there were any relevant personal experiences that had not been shared with the TRC. Questions also assess the role of significant others in encouraging or discouraging TRC participation and general perceptions of benefits of the TRC for victims, perpetrators, and the larger society.
Clinical Reappraisal Interviews
Given that the CIDI has not been previously administered in a general population sample of South Africa, it is important to carry out parallel validation interviews to evaluate the diagnoses obtained with this instrument. To that end 100 respondents in the main survey are being reinterviewed by a clinician who is blind to their CIDI responses. The semi-structured SCID diagnostic interview will be used to generate DSM and ICD diagnoses. In selecting respondents for the reappraisal sample, we oversample participants who met criteria for PTSD, GAD, major depression, agoraphobia, social phobia, and substance disorder. Clinical reappraisal interviews will also be completed with 20 respondents who did not screen into any of the targeted CIDI diagnostic sections.
CURRENT STATUS
As of the middle of December, 2003, we have completed almost 80% of our target of 5000 interviews. Interviewing is on-going in the following provinces: Free State, Northern Cape, Mpumalanga, and Western Cape. The level of cooperation has been extraordinarily high with very few selected respondents refusing to participate in the study. We anticipate completing all of the fieldwork for both the main survey and the clinical reappraisal interviews by February, 2004 .
CONCLUSION
No prior studies have concurrently measured rates of psychological distress and serious mental disorders along with exposure to physical and psychological torture in a large, heterogeneous, representative national sample in the country where the trauma occurred. Thus, the SASH has implications for the study of torture and mental health globally. The study results will also be indispensable for understanding potential mental health sequelae of such trauma at a very detailed level. The range of diathesis variable available in SASH will also allow for a comprehensive exploration of the context and course of mental illness. In addition, in one of the countries in the world hardest hit by HIV/AIDS, it will provide a unique glimpse of the mental health consequences of this epidemic.
The results of this study may also be of great importance to the South African government. It will provide the South African Department of Health with the first nationally representative data on the magnitude and distribution of the mental health disorders. It will also provide currently unavailable data on patterns and correlates of service use and barriers to obtaining available treatment. The results from this study could have major effects on the direction of mental health care policy planning efforts over the next decade.
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